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PERSONAL Review of Systems. Please check all that apply to you/:iW��fff:i'f�l¥J#U1Utllll»ll 

EYES/ flall/1 
o Vision Loss/ IQ )J ',Ii '.A.:
D Blurry Vision/llV1t!HW 
D Distorted Vision/W.t,t-lfifl!l
O Double Vision/ ilH!i:
O Dryness/fil!M
o Redness/t,rffl 
CJ Mucous Discharge/Mi1lii1tn� 
o Gritty Feeling/i'HJ!'.r-Jr��
0 ltching//rilYJ!:��
O Burnlng/t.'O�J(f(Jfu!I� 
o Excess Watering/ il!'l m: Ii 1k 
O Light Sensitivity/ ;\':lij(z� 
D Eye Pain or Soreness/mH,11!'£&11iil
D Chronic Infection/�f'i-f.B� 
D Flashes/I�� 
0 Floating Spots/i�WFli
D Tired Eyes/�ll�!J!ff<
D Cataracts/fl 1>-/i;;;t
D Diabetic Retinopathy/1/l:J,R/J.jf'i: /11.W!Jl�/�7�
O Glaucoma/ 1'i· >t:111!
D Macular Degeneration/:/ti£1£�lt
O Retinal Detachment/ filfl!Jli1,J!Qll1!

GASTROINTESTINAL/ l':l$lir!: CARDIOVASCULAR /•C.•.tlll1'r 
0 Colitis/t.,.'iJI\.J ik 
D Crohn's Disease/ffiJ nt1•U11l/J\.J ;JH.•i 
D Ulcers/ ii'.l r.l 
O Constipation/!•!! ffi 
0 Diarrhea/!Jllir! 
CONSTITUTIONAL/ �M (�J 
0 Fever/�Hft 
D Weight Loss or Gain/ittl iii. �ft 
□ Fatigue/1,U:)}
D Trauma/ f1•1!tl
INTEGUMENTARY (SKIN}/ ;-�&:(�J
□ Eczema/ifM'-i
□ Rosacea/il"iift 0-
0 Psoriasis/ J!i1tr
NEUROLOGIC/ ¾>l•t.l
o Headaches/uM,li
□ Migraines/{+i�Afiii
o Seizures/J�«�
o Mult.Sclerosls/ t •1H'HitJ! f!'.i.i'
ENDOCRINE/ JAl1tW
□ Non Insulin Diabetes / �I./J�%1RmiJJRwi
D Insulin Diabetes//l:J:.% �VJ:J,Rfv.l
D Thyroid Dysfunction/fP�Xll?J!J)Jfi��ill 
D Hormonal Dysfunction/(.,jffl�J}JfJ�ilxil:l 
RESPIRATORY/ tr-Ji'Yit
□ Asthma/��
□ Bronchitis/ )'ditl'i' '.h
□ Emphysema /!f(IJ,f, 

O Heart Disease/•C.•l.ll:11�/ii-i 
D Hypercholesterolemia/ Mi /ll.l l�I 1117 JJ1t 1,r. 
D Hypertension/;%.llll.r;;R 
EARS/NOSE/THROAT / T]:/ .(;Ii./ � 
D Allergies/�t;'( 
□ Sinus Congestion/�� fc 1r11
D Runny Nose/ii,i�m 
□ Post Nasal Drip/ �liKi 1)< 
D Chronic Cough/isil!'I ni111);
Li Dry Throat/Mouth/11IUJ�� ❖U'.�
ALLERGIC/IMMUNE / Jillfl£/!c�
□ Drug Allergies/i,5�YJiel Iii
□ Seasonal Allergies/!)i;fliJf'I ��l
o Lupus/ f.Ht'l'
O Arthritis/M ii lk
LYMPHATIC/HEMATOLOGIC/ iff.E/ .dn.i!l
D Anemia/tt Ifn.
0 Bleeding Problems/II\ lf11nn:m
□ Leukemia/ t' 11f1L ),i,j 
MUSCULOSKELETAL/ JVLl�M'i·l1/! 
D Flbromyalgia/t)UtrWL11il
O Muscular Dystrophy/JULI!;) -liit�Mii: 
o Osteoarthritis/fttJ: µJI !lil �t
D Ankylosing Spond./ •}jj 1'1 f'I (f H �
GENITOURINARY/ �tl<'l'.ffi�
O Kidney problems/�i!ijp,IJ@
□ Bladder problems/lmlb\;I/U/t!l
D STDs/f'Hii:i
U Other/.H;fll! 

fAMill Medical History: Note relation to yourself (example: "mother")/UOCIIUtfl-, ii'fi,li!Y:)�t � c'.(J(JlllHf: (�till: BUil) 

D Blindness/ 'A. 191 

D Cataracts/ 1::11>-i J:l;'I 

o Macular degeneration,'�J;lI�tJ:

□ Glaucoma/,', Ytlm

u Retinal detachment/tllffflll�!nli�lt

D Crossed Eyes;r'JW.fil!

O Lupus/J!H(r

�er/Jtfl� 

o cancer/�1,i:

D Lupus/JFHlt 

D Heart Disease/•L•JflL·rM<hii 

□ High Blood Pressure/iTiitflLlil'

0 Kidney Disease/'r}lll,l:Jiii 

D Arthritis/ V,/l l!lT �t 

0 Thyroid Disease/Ill :JR!L'i! 15:1iii 

□ None/M

DISCLAIMER/ !ll.JJ 

The above Information is true to the best of my knowledge. I understand that I am financially responsible for payment of all services or materials provided to 
me. I also authorize Premier Vision Optometry to release any information required to process my claims. 
I Jf t:, .�.!.!:: l'l Wl'f(J, .f'<.lllill, .fll,llH't i'i x l·t19rfril.'.U�t.�JQ,(1(J/JfHi!;,J/.l,! 'l"I • .f'<.il"!J5t/#i Premier Vision Optometry m,� fl fnm?J,r �-MI:). l•l!r,gJ111-l'<.((,J f�l�i�llif,

Patient/Guardian Signature/wi A.1•.!1 w�.;1 A.�¥. 
'--

Date/I I JOI 
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